possibly some of the other febrile attacks, might be really due to exacerbation of the disease from which these patients suffered. Dr. Galloway also remarked that a good many cases had now been reported in adults of splenomegaly with, or without, evidence of liver disease in whom much pigmentation of the skin occurred. He showed a drawing of a patient who had long suffered from enlargement of the spleen with possible cirrhosis of the liver, whose principal symptom was the occurrence of ho3morrhages. She finally succumbed to a severe haomorrhage from the bowel. For many years she had shown this peculiar dark-brown pigmentation, which was described as "hbemochromatosis." In such cases the diagnosis would have to be carefully made between this type of family jaundice and those cases of splenomegaly with cirrhosis of the liver sometimes known as " Banti's disease."
Dr. SUTHERLAND discussed the case from the point of view of performing splenectomy. For years physicians had been interested in splenic diseases, and had studied them carefully, but had not made many advances in regard to the therapeutics of these diseases. Dr. Hutchison's patient had a very bad family history as regards splenic trouble, and many deaths had ensued directly from this condition in her family. It was true the girl seemed fairly well just then, but such cases tended to get progressively worse, although many of them were very chronic, the result being usually fatal. Most of the cases of primary splenomegaly had blood changes like the present patient, and there was no evidence in the clinical report of the presence of other disease. It was well worth while to consider splenectomy in this case, as, so far, the patient had had no hemorrhages.
Dr. HUTCHISON replied that he had carefully considered the question of splenectomy, but he thought Dr. Sutherland iwas mixing up two different conditions. Dr. Hunter and he were thinking of splenic aneemia, so-called, which tended to end in cirrhosis of the liver, with hmemorrhages. In that condition, he believed excision of the spleen was the right thing to do, if cases were seen early enough. But if the bone-marrow was so made that it turned out red cells, which were unusually friable, as was probably the case in splenomegaly with acholuric jaundice, and if the spleen was merely enlarged secondarily, because it must do extra duty as a filter, he did not think splenectomy was rational.
Benign Cyst of the Tibia. By H. A. LEDIARD, F.R.C.S. ON August 14, 1910, a girl, aged 14, was brought to the Cumberland Infirmary on account of a large swelling in the lower third of the left leg, which had been growing for nine months, so far as it had been observed. At first there was no pain, but more recently, when weight was put on the leg, as in walking, pain was felt. During the three months prior to admission the swelling in the leg had increased considerably.
On the left leg a well-marked swelling of the tibia was seen, which involved the lower third of the bone, reaching almost to the ankle-joint. The swelling was uniform in outline and pear-shaped, the widest part being above the ankle and the apex tapered off into the normal bone above. The swelling was firm to the touch and the skin over it was tightly stretched, but not adherent. No egg-shell crackling was obtained. There was no alteration in the colour of the skin over the swelling, nor were any vessels visible. No tenderness was present except on firm pressure. There was no rise of temperature locally nor generally, and the general condition of the girl called for no comment.
In order to discover the nature of the swelling a trephine was used over the inner aspect of the swelling. The bit of bone removed was exceedingly thin and presented no obstacle to the saw. The finger discovered a large cavity in the bone, which contained a clear watery fluid, slightly tinged with blood. No spicules of bone were detected, but a smooth thin membrane lined the cavity. The bone appeared to be very thin and expanded uniformly all round. The fluid from the cyst was not saved for examination. A few days later the limb was amputated at the knee-joint. The girl recovered and left the hospital on October 1.
There are a few points which call for remark: The swelling of the bone was consistent with a sarcoma, with tuberculous disease of the medulla, or, as matters turned out, with a cyst of the bone. The absence of constitutional disturbance gave no indication in any special direction. There was no egg-shell crackling. The age of the girl favoured the presence of sarcoma, but the surface of the swelling was even all over and shaded off above into the normal bone at the junction of the middle and lower thirds of the limb. When the trephine was used, it was seen that an expansion of the bone into a thin shell was the condition to be dealt with.
RADIOGRAPHY.
Prior to any interference a radiograph was taken, and it shows a uniform smooth-surfaced swelling of the tibia, and a light shadow in contrast with the dark one of the healthy bone of the shaft above the cyst ( fig. 1 ). At the lower part the swelling ends abruptly at the level of the epiphysis. A-8 To those experienced in the radiography of bone cysts, the 'radiograph of this case may be conclusive. Beck was the first to allude to the diagnostic differentiation of bone cysts by radiography. He said, " the radiograph yields a clearly bounded line of cortex of the thickness of letter paper, forming a frame for a quite transparent oval surface of spindle form. The cohesion of the outer rind is nowhere broken. The epiphyses are normal." 1 Lexer has attributed a high value to the radiography of bone cysts, but other observers have not been so impressed. Rumpel has concluded that cysts of bone can be distinguished from sarcomata by radiography. In 1907 Jones and Morgan wrote on " Benign Cysts of the Long Bones," 2 and stress was laid by them on the value of radiography in the diagnosis. Since then Mr. IHugh Lett has published a radiograph of a cyst of the humerus, upon which he operated with success.3 There can be no doubt that radiography is of great value in aiding the diagnosis of these cases, even if it cannot be said to give a conclusive verdict when it is brought into use in bone cysts.
In my case the radiograph shows no thin dark line bounding the cyst suggestive of the thin shell of bone which was found and can be seen in the specimen or photograph.
TREATMENT OF THE CASE.
Owing to some extent to the length of time which it was proposed to take for the examination of the bone removed by the trephine and the bit of lining membrane of the cyst-viz., ten days-it was decided to deal with the case as one of probable sarcoma, and an amputation through the knee-joint was done. Seeing how large the cyst really is, and how thin a shell of encasing bone is shown, I question whether any conservative method of treatment would have afforded the girl a useful and reliable support for the weight of the body-e.g., by such a method of treatment as has been adopted in a case of cyst of the humerus by Mr. Hugh Lett.
In the present case amputation was resorted to because the diagnosis leaned to a malignant growth, and not because the limb might have been unserviceable if less drastic means had been adopted. I Archiv f. Klin. Chir., Berl., 1903 , lxx, p. 1099 THE CYST.
The cyst-measures 3i in. in length and 24 in. in breadth. The shell of the bone is very thin, and before long egg-shell crackling would have been present, and a great liability to fracture. The interior of the cyst is not quite as even as the external subcutaneous surface felt, for the inner wall shows numerous small septa of bone, forming parts of smaller cysts, lying against the thin outer shell, but no spicules of bone are seen.
The fibula was unaltered, but ere long this bone would have supported the weight of the body alone.
The epiphysis of the lower end of the tibia projected into the interior of the cyst, and though normal in thickness the surface of the cartilage A-8a is at one point seen to be invaded or eroded, and the subjacent bone is not normal in colour. The shape of the cavity suggests the presence of one large central cyst and of numerous small cysts of unequal size at the periphery, showing no regularity in arrangement.
FIG. 2.
The growth of the cyst was proceeding actively in all directions, upwards in the shaft of the bone, backwards in the direction of the Achilles tendon, forwards as well and downwards, invading the epiphysis. Reference to the photograph (fig. 2 ) will show the changes in the epiphysis and in the bone-shell which have been described. There is no evidence that the cyst has developed from a growth, and no cartilage was found in connexion with the cyst formation. The formation appears to be caused, by a process of absorption, probably starting in the marrow and gradually extending outwards with expansion of that part of the shaft. The wall of the cyst varies at different parts. Near the upper and anterior part the cyst membrane is extreinely thin and closely adherent to the altered and atrophied bone, or bone in course of atrophy. Lower down complete absorption of the bone shaft has taken place, and the membrane is in close contact with the periosteum. A part shows that the process of absorption is spreading through and destroying the epiphyseal cartilage line and invading the epiphysis. The membrane lining the cavity is of a loose structure and slightly adherent to the altered and expanded bony tissue or periosteum. The microscopical characters of the cyst wall consist merely of altered bone in an active process of absorption due to the action of numerous phagocytic cells and osteoclasts (giant cells). The process of repair is also taking place as represented by granulation tissue making up the " cyst wall." The scale on the photograph represents 1 in. division, so that the reduction is slightly less than one-half natural size of the leg and foot.
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R6ntgenbildern. Uber Geschwulste u. Erkrankungen der Knochen im Rontgenbild," Hamburg, 1908. DISCUSSION. Mr. W. FEDDE FEDDEN said that three years ago he had a case essentially similar, except that the bone cyst was not as large. The cyst, in his case, was the size of a grape, and was bulging under the periosteum, above the lower epiphyseal line of the tibia. X-rays did not show any connexion with the epiphyseal line, and the cyst appeared as a clear space. His colleagues advised amputation. He incised the periosteum, and gouged the bone, finding only blood-stained watery fluid inside it. He scraped out the lining membrane, and the immediate microscopic report was to the effect that it was composed of myeloid cells. He sewed up the periosteum, and left the condition alone. A further microscopical examination was made, and the lining tissue was found to consist of osteoclasts and not myeloid cells. The patient was a girl aged 11; the wound healed by first intention, and she had bad no further trouble. He thought fibrous tissue was filling up the cavity. He had not seen an X-ray picture of it during the last year.
Dr. FINzi said that in addition to Mr. Lett's excellent r6sume of the radiographic appearances, there were one or two other points which would help in the diagnosis. First, there was the position of the tumour, which was close to the epiphyseal line. He recognized two types of cystic disease of bone. There was a lobulated type, of which a case and a skiagram were shown at the last meeting of the Section, nearly all the bone being affected, and there was a practically non-lobulated type, in which the tumour was on the diaphyseal side of an epiphysis, and it expanded the bone concentrically. The wall of this second variety showed in the radiagram as a sharp clear line. In Dr. Lediard's skiagram that outline was not quite sharp, and he thought a possible reason was that the bone had been so expanded that there was a little periostitis, and a faint shadow could be seen round the tumour, caused by the periostitis, which made it difficult to diagnose. In myeloid sarcoma there was usually some rough edge of bone along the side of the cavity, and the end of the cavity was not cut off so sharply as in that specimen. He had seen three cases in the humerus, one of which was shown at the Section last year,' and in one the surgeon had treated the case conservatively in the hope that a spontaneous fracture which had occurred might induce a healing process. They had been content from the X-ray diagnosis that it was a simple cyst, but the case was being carefully watched and skiagraphed at regular intervals.
